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A recertification sufvey was conducted from GOVERNMENT OF THE DISTRICT OF COLUMBIA

September 30, 2048, through October 2, 2008, DEPARTMENT OF HEALTH _

utilizing the fundamental survey process. A HEALTH REGULATION ADMINISTRATION

random sampie of three client$ was selected from 825 NORTH CAPITOL ST., N.E., 2ND FLOOR

aresidential population of five females with WASHINGTON, D.C. 20002

mental retardation and varying disabilities. The
survey findings wefe based on observatians in the
group home and af three day programs,
interviews, and a review of records, including
unusual incident reports. ¥ -
W 104 | 483.410(a)(1) GO\#ERN%NG BODY W 104 | The governing body of MYS will insure

' ' that persons with no ownership or,
contralling in}ﬁgrest in the facility [
participate in the Human Rights
j Committee forums. MTS hos identified

The goveming bodi« must exarcise general policy,
budget, and operat?ng direction over the facility.

This STANDARD is not met as evidenced by: unity and othar outskie
Based on observation, interviews, and the review representatives but they did not !
of records, the facility's governing body failed to aitend the meeting reviewed by the |
provide general operating directions over the survayor. Golng forward MTS will ]
| facili i ; N - s
cility as e\ndence? by the following ‘ insure that individuals attend b;‘
The findings include: : insuring that they have timely
' ; : ; notification, that conftrmation calls
1. The Goveming Body failed to ensure that
persons with no O\fl’nership or conirolling interest are made no more than 48 hours
in the facility consigtently participated on the before the meeting dete and by 1
Human Rights Conmittee (HRC), . [See W261] insuring that meeting times are \
2. The Goveming Bady failed fo ensure that the optimaifor the outside parties.10-
HRC reviewed, approved and/or monitored the oas. - :
use of door alarms; [See W264}  The governing body will insure tha
W 124 é?é‘ﬁ%%(a)m PROTECTION OF CLIENTS | W 124/ the Human Rights Committae reviews
_ ' the door alarm issue in tsnext -
The facility must erlsure the rights of all clients. meeting for the Individuals supported:
Therefora the faciliy must inform each client, at 55 Street._10-30-08.

?LABORATDR,Y DIRG : RISUPPLIER

RESENTATIVES SIWE TITLE X6 DA i
s (e for_Cytte bore o) , 1yt |
Any daficiency statement ending with an asterisk () denoles a defici inst i ti ;
il bbbt g et " eu_ a deficiency Whlg:.h the instinrtion may be axc!{sed oM ceffecting providing X is determined that

{
days ¢

program participation,
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‘September 13} 2008.

Continued From page 1

parent (if the client is a minor), or legal guatdian,
of the client's medical condition, developmental
and behavioral status, attendant risks of
treatment, and'of the right to refuse treatmant.

This STANDARD s not met as evidenced by:
Based on interyiew and record review, the facility
fatled to ensure the rights of each client and/or
their legal guatdian to be informed of the client's
medical condition, developmental and behavioral
status, attendant risks of treatment, and the right
to refume treatinent, for twe of three dlients
included in thefsample. (Client#1 and #2)

The findings iniclude:

1. Review of Glient #1's medical record on
Qctober 1, 2008 at 3:34 PM revealed the
following writtan physician's orders:

a. On September 16, 2008, Client #1 was
administered Ativan 2 mg by mouth one hour
prior to her Audiclogical appointment, Interview
with the facility's Nursing Coordinator (NC) -
confirmed thatithe sedation was given on

b, Qn August i, 2008, Client #1 was .
administered Ativan 2 mg by mouth one hour
prior to her ENT appointment. Interview with the
facility's NC cgnfirmed that the sedation was
given on Auguet 4, 2008,

c. OnJune 2q“, 2008, Client #1 was administered
Ativan 2 mg by mouth one hour prior to an
ultrasound appointment. Interview with the
facility's NC canfirmed that the sedation was

W 124
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given on June 26, 2008,

d. On Detember 1B, 2007, Client #1 was
administered Ativar 1 mg by mouth x 3 doses
prior to her MRI and Echo appointments. ,
interview with the facility's NC confirmed that the
sedation was givenion December 18, 2007.

Interview with the Qualified Mental Retardation
Professional (QMRP) and review of Client #1's
Psychological Assdsement dated April 1, 2008

on Octeber 2, 2008 at approximately 3:40 PM
revealed Client #1 was not abie to make
independent decisibns and/or give consent for the
use of medicationstand habilitation services. The
QMRP revealed the Client #1 had a legal
guardian to asslst Her In decislon making.

Further interview with the QMRP revealed
informed consent Had not been obtained from the
client's legal guardian for the aforementioned
sadations. ;

2. Observation of the evening medication

administration on September 30, 2008 at 6:50 PM|

revealed Client #1 received Risperdal 1 mg by

mouth. Interview with the Nursing Coordinator

~ during the medication administration, ravealed

. that the medication; was used te address the
client's maladaptive behaviors. Review of the

client's current physicians orders on September

2008 revealed thatithe psychotropic medications A

were incorporatedatuya Behavior Support Plan
(BSP) dated Janu vy 2, 2008, that addressed

behaviors associated with sterectyped (persistent
hand flapping, waving with loud vocalizations at
any time particularty before meals or when
atternpting to avoidla person or task).
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483.420(2)(3) PROTECTION OF CLIENTS
RIGHTS ; .
|

The facllity must engure the rights of all clients.
Therefore, the facility must allow and encourage

individual clients to exercise their fights as clients |
of the facility, and a$ citizens of the United States,

including the right td file complaints, and the right
to due process. ;

This STANDARD i3 not met as evidenced by:
Based on observatién, interview, and record
review, the facility failed to maintain client's rights
and/or ensure each client was encouraged to
exercise their rightslj for three of five clients
residing in the facility. (Clients #1, #3, and #4)

MTS . WASHINGTON, DC 20018
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION xa)
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W 124 | Continued From page 3 W 124 | WIZA
Interview with the fapility's Qualified Mental .
Retardatior: Professional (QMRP) on September The QMBP and RN did inform he legal
30, 2008 &t approximately 8:45 AM revealed that guardian of the need to sadate chant #1 10
Client #2 was not atile to provide consent for routinely complete medical appointments
treatment and did not have a court appointment Sfully. Th ot 4 h
guardian and/or invoived family members. successtully. The guardian agreed, howewer,
i signed consent was not obtained and the
Review of Client #2'% Psychological Assessment guardian was not informed case-by-case. The
dated January 2, 2008 on Octcber 1, 2008 at ' ) .
approximately 1:47 PM revealed that the client OMRP and RN wil follow up ‘f'm' th"‘_' guarg:_an
was not able to mane independent decisions 10 insure that consent is obtained prior to
conceming her residential or day program each appointment...10-30-08.
placement, treatment plan, or financial affairs.
;rah‘?'fg ‘_'V?S no 305:‘6 ??:Zed e;i?en?le thatti'nth? 4 In addition, the Exgoutive Director has
-+ facility informed Clien or a legally-authorize
representative of tha health benefits and risks of modified the QMRP manthly reporting form
treatment associatel with the use of his so that QMRPs ara now required to report on
psychotropic medications and corresponding the status of any/all consent Issyas,. 10-30-0
BSP. Additionally, the facility failed to provide ~
evidence that substituted consent had been
obtained from a legglly recognized individual or
entity, :
w125 . W125
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w125

‘she was not sure why an additionaf door alarm

Continued From paPe 4
The finding inciudefﬁ:

During the environrhentat walk thru on Qctober 2,
2008 at approximately 12:30 PM, Clients#1, #3,
and #4 were obsenjed to have door alarms on
the exiventrance chorS locatad ingide their
badrooms. L

Interview with the House Manager (HM) revealed
that the alarms were placed on the doors to
address Client #1's|target behavior of running
away. Further intefview with the HM revealed that

was placed on CIit:I\t # 3's door. It should be
noted that Clients #1 and #4 are roommates.

i . .
Interview with the Qualified Mental Retardation
Professional (QMRF) on October 2, 2008 at
approximately 12:50 PM revealed that the
facility's Human Rights Committee (HRC) was
unawara of the dodr alarms that were placed on
the doors of Clients #1, #3, and #4. Review of
tha HRC minutes an October 1, 2008 at
approximately 3:01 PM confirmed the QMRP's
statement. Continued intarview with the QMRP
revesnled that the clients were not informed about
the use of the doorialarms. The QMRP further
revealed that the client's legal guardians and/or
involved family mefnbers had not been made
aware of the purpoke of the door alarms and/or
agreed to their use,

Review of the Clierjt #1, #3, and 4's psychalogy
assessments indicated that they did not evidence
the capacity to make Independent decisions on
their own behalf regarding habilitation planning,
placement, freatment, financial or medical
matters. f

W 125

w125

MT3 wiil insure that the deor alarms issue is
discugsad by the Human Rights Committee In
its next meeting and that the committee’s
recommendations are documented and

addressed by the interdisciplinary team..10-
30-08

FORM CMS-2567(02-99) Previous Versionv; ‘Obsolete Evant ID; 1XE311

Faclilty 1D: 09GU98 if continuation sheet Paga 5ef15

t



DEPARTMENT OF HEALTHAND HUMAN SERVICES

-

PRINTED: 10/4/2008
FORM APPROVED *

CENTERS FOR MEDICARE & MEDIC ERVICES

OMB NO. 0938-0391

{ STATEMENT OF DEFICIENCIES |f(x1) PROVIDER/SUPPLIER/CLIA {42) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND FLAN OF GORRECTION : " TDENTIFICATION NUMBER: A BUILDING COMPLETED
B. WING _ '
05G0a8 10/02/2008

NAME OF PROVIDER OR SUPPLIER |

STREET ADDRESS, CITY, STATE, ZIF CODE
927 65TH STREET, N& o

that assures a full and complete accounting of
- | benalf of chients,

This STANDARD i not met as evidenced by:
Based on interview:and the record review, the

complete accountifjy Of €ach clients’ personal
furids, for one of the three clients (Clisnt #3)
included in the sanipie.

The finding includek:

The facility failed tq ensure that Client #3 was.

her money as evidance bejow:
P :

Professional {(QMRP) on October 2, 2008, at -
was not capable ofimanaging her finances.
Furthar interview with the QMRP revealad the

Disability Services {DDS).

1, 2008 to purchasfa eye glasses.

Continued interview with the QMRP confirmad

#1's eye glassas and DDS would pay for the

The facility must establish and malntain a system

clients' personal fuhids entrusted ta the facility on

{acility fafied to provide evidence that assured a
system had been established that maintained a

reimbursed for the eye glasses purchased with

Interview with the Qualified Mental Retardation
approximately 10:30 AM revealed that Client #3

facility was respongible for managing the client's
finances in collabotation with the Department of

Review of Client #1's financial records revealed
$279.00 was debited from the account on August

that the eye glasses were purchased with Client
#1's money. The QMRP stated that there was an
agreement that the/faciiity would purchase Client

W40

Client #3 came to MT$ without money. She
needed both eyeglasses and to anjoy the
vacation planned for her housemates. As
mentioned by the surveyor, DDS did indeed
agree to fund the vacation and did but the

| agreement on the eyeglasses was slightly
different than was stated. MTS agreed to pay
' up front for client #3’s glasses but with the

understanding that clignt #3 would pay back ]

when she was financially able. It should be

noted that client #3's glasses were not paid

for by her Medicaid benefits because of the
: high cost of her needed prescription. The iFp
jwes not modifled 1o reflact these team

mTS8 y . WASHINGTON, DC 20019
(X4 1D SUMMARY ST. ".I'EMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (x5 |
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W 140 | 483.420(b)(1)(i} CLIENT FINANCES W 140
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W 140 | Continued From p!ﬁge 3 W 140 [9€CTSions 50 MTS will restore the $279.00

vacatian, dollars to client #3's account _10.30.08.

W 159 | 483.430(2) QUALIFIED MENTAL W 150

RETARDATION PROFESSIONAL | I
' i ‘ Wise

Each client's activjé treatment program must be
integrated, coordinated and monitorad by a
qualified mental retardation professional.

The lgsues cited undar Wisg have beeq
Addressed as evidenced by the Inclyded
P reshonses for W125, W140, W1s4 and waap
This STANDARD is not met as evidenced by: - 1
Based on interview and record review, the facility
failed to ensure that each clients active treatment |
'| program was integrated, coordinated and
monitored by the Qualified Menta! Retardation
Professional (QMRP).

The findings include:

1. The QMRP failed to ensure the facility to
ensure each client was encouraged to exercise
their rights. [See W125]

2. The QMRP failed to establish and maintain a
system that ensurbd a complete and aceurate f
accounting of client funds. [See W140} e ;

3. The QMRP failied to ensure staff were capable
of effectively impleémenting the client's feeding
‘protocol. [See W194]

4. The QMRP failed to ensure staff held - , : L *
evacuation drills at least quarterly for each shift of
personnel and during varled conditions. {See
W440 and W441];

W 194 | 483.430(c)(4) STAFF TRAINING PROGRAM | - W 124

Staff must be abieito demonstrate the skills and
techniques necessary to implement the individuai
pregram plans foreach client for whom they are

FORM CMS-2567(02-99) Previous Varsiorls Obsoiete EventD:1XEST1 . Faclity ID; 09G0DS if continuation sheat Paga 7 of 16
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| (QMRP) on October 2, 2008 at approximately

responsibla. !

This STANDARD is not met as evidenced by:
Based on observation, staff interview and record
review, the facilityi failed fo ensure staff were
capable of effectlvely implementing a client's
feeding protocol or one of three clients included
in the sample. (dhent #1)

The finding |ﬂ¢ludesz

The facility failed b ensure direct care staff
implemented Client #1's Mealtime Protocol as
avidence below: !

On September 30, 2008 at 5:55 PM, Cilant #1
was servad chicken, scallop potatoes, side salad,
and dinner rolls fd)r her dinner. At 6:00 PM, Client
#1 was observedtc eat and drink at a rap:d pace
with no staff mterwentson to slow down, A18:10
PM, Client #1 was given mare vagetables and
peaches and recelved verbal prompts to siow her
eating pace. '

Interview with the1 direct care staff revealed that
Client #1 eats vely fast and was atrisk for
aspiration. Further intarview with the direct care
staff revealed that she had received training on -
Client#1's Mealtime Protocol. interview with the
Qualified Mental Retardation Professional

10:50 AM revealed that all staff had received
training on Client#1's Mealtime Protocol, Review
of the inzervice trJemmg records on October 2,
2008, at approxirhately 11:30 AM varified that all
staff had recewed training on “Feeding Protocols”
on July 17, 2003 :

l
i

MTS :: WASHINGTON, DC 20019
) -
‘ " PROVIDER'S PLAN OF CORRECTION (X&)
%4 1D SUMMARY STATEMENT OF DEFSClEgC!ES N , ;gplx e oo ol
FREAX A B ORLSC ISANTIFNG INFGRMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
TAG REGULA ; DEFICIENCY)
W 194 | Continued From gage 7 W 194
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W 242

acquiring them.

| This STANDARD is not met as evidencsd by:

The individual progtam pian must include, for
those clients who Iailpk them, training in personal
skills essential for privacy and independence
(including, but not lipnited to, toilet training,
personal hygiene, dental hygiene, seif-feeding,
bathing, dressing, grooeming, and communication
of basie needs), until it has been demonstrated
that the client is developmentally incapable of

i

Based on observatién, interview and record
review, the facility fdiled to ensure that clients’

individual program plans (IPP) included training in

S 1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
i‘;gT:&iNg?gg;;lE%_f%ﬂE ia IDENTIFICATION NUMBER: A BUILDING COMPLETED
| 09G088 B WING 10/02/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE :
: . 427 85TH BTREET, NE
MTS | WASHINGTON, DC. 20019
SUMMARY STATEMENT QF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION U8)
éi‘..;’é& (EACH DEFICIENCY|MUST BE PRECEUED BY FULL | PREFIX . (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APRROPRIATE DA
: DEFICIENCY)
W 194 | Continued From pabe 8 W 194 | w194 ]
‘ The QMRP will insure that staff s retyained on
Review of Client #1s medical records on October the Teeding protocol for client #1 by, 10-30-
1, 2008 at 3:04 PM revealed a Mealtime Protocol 08 er oy 1031
dated March 2008. |According to the protocol, '
staff were fo implerhent the followin ) ‘ :
technique/instructiohs: ' In addition, the QMRP will observe at
. ‘ Minimum two meais weekly and the facility
- monitor pacing of neal Intake; provide verbal . manager 3 meals weekly 1o insure that staff
prampts tq slow do ;' , put utensils dewn and consistently implements the feeding protocol
chew;l ; ] . as prescribed,. 10-30-08. :
- provide verbal curks to “use her napkin” - this
should oceur after avery 3 bites of food (may help
to decrease pace) !
- closely monitor for any signs/symptoms of
aspiration.
At the time of the survey, the facllity failed to
provide evidence thizt staff wers effactively
trained on how ta implement Client #1's mealtime
protocol. {
483,440(c)(B)(ili) INDIMIDUAL PROGRAM PLAN W 242
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W 242 | Continued From page 9 W 242 W242
privacy, for oneiof three clients inciuded in the A . .
sample. (Client#3) ' The QMRP will insure that staff is retrained on
: the privacy Issue giving particular attention 1o
The finding includes: the Issue of insyring privacy while
toileting...10-30-08. '
The fagility failetl 1o ensure Client #3 received o
training to addréss privacy when using the it showld be noted that staff routinely monitor
bathroom. : : bathroom use with client #3 to insure that she
! ' i on
On September 80, 2008 at 5:18 PM, Client #3 o EZ”;::: :::::’ ;'bgfz?bt;u:f ::,::; ﬁ;’f,‘,’e
was observed with her lower body exposed while ' ' . '
seated on the tdilet. The bathroom door was SUrveyar. A pratacal will be developed_(as
wide open. : . - opposed to 3 formal program} supporting
; _ dlient #3 in respecting her own privacy and ..
interview with the direct care staff on the same staff will be trained on the implementation of
day at approximately 5:26 PM revealed that Cllent 7 this protocol by...10-30-08,
#3 had to be vefbally almost dally to closed the
door when she Uses the bathroom. Further
interview did not reveal any evidence that the
client was receiving training in privacy while using
the bathroom. Review of Client #1's PP dated
September 5, 2008 on October 1, 2008 at 12:31
PM failed to pravide evidence of a training
objective to assjst the client with maintaining her
privacy while uging the bathroom. At the time of
the survey, the facility failad to ensure Client #1
received privacy training. -
W 261 | 483,440(f)(3) PROGRAM MONITORING & W 261
- | CHANGE P ‘ .
The facility must designate and use a speciafly
constituted committee or committees consisting
of members of facility staff, parents, legal
guardians, clients (as appropriate), qualified
| persons who have either axperience or training in
contemporary practices to change inappropriate
client behavior, land persons with no ownership or
controlling intergst in the facility.
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W 263

Continued From pﬁge 10

This STANDARD is not met as evidenced by:
Based on interview and review of the Muman
Rights Committee (HRC) minutes, the facility
falled to ensure that persons with no awnarghip or
controlling unteras’in the facility consistently
participated on this committee.

The finding mclud¢s.

Review of the Hunian Rights Committee (HRC)
meeting minutes was conducted on October 1,
2008 at approximately 2:20 PM. Accarding to the
HRC minutes dated September 26, 2008, Client
#1 and Client #2's Behavior Support Plans (BSP)
and psychotropic medications were discussed
and approved. Fufther raview of the
corresponding sighature sheet attached to the
minutes failed to e‘wdence that the facility's HRC
committee includeld persons with no ownership or
controlling interest: Interview with the Qualifisd
Mantal Retardation Professional (QMRP).on
October 1, 2008 gt apprommately 4:00 PM
acknowiedged the; lack of a community
rapresentative pre‘pent during the meeting.

483.440(f)(3)(i)) PROGRAM MONITORING &
CHANGE :

The committee should insure that these programs
are conducted only with the written informed
consent of the clieht, parents (if the client is a
minor) or legat gudrdian. .

This STANDARD lis not met as evidenced by:
Based on interview and record review, the
facility's speciaily-¢onstituted committee (Human
Rights Commiittee) failed to ensure that restrictive
programs were uskd only with written informed

w261

W 263

W26l

MTS has community, outside represantatives
on the HRE and will insure that its outside
members attend all planned meetings and
that their attendance/participation is
documented...10-31-02.
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L ' : . DEFICIENCY)
W 263 | Continued From pdge 11 : w 263 W263
consent, for one ofithree clients included in the The GIMRP is ina o leral muardian for
sample.(Client #2) N pursuing 3 J£gal gu
A client #2 as suppored by the DDS suppory
The finding includes: . - coordinator. MTS will Insure that & legal .
| guardian is obtained for client #2 and that this
interview with the Qualified Mental Retardation ~ | individual is subsequently involved In all major
Professional (QMRP) on September 30, 2008 at decisions for ellent #2 that have rights
approximately 8:47 AM revealed that Client #2 implications. MTS will 1lso seek the support of
Behavior Support Plan (BSP), that incarparated the Quality Trust in obtaining the needed legat
restrictiva measurds (p sychotrapic madicatlons) ‘ guardian. The QMRP will review progress on
was being implemsanted without attaining written :
informed consent from the client or a legally - follow up in her monthly notes...10-30-08.
authorized representative. At the time of the
survey, there was no evidence that the HRC
ensured written informed consent had been
obtained for the use of Client #2's BSP.[Sée
wWi124). :
" W 264 | 483.440(f)(3)(iii) PROGRAM MONITORING & W 284
CHANGE g .

The committee should review, monitor and make
suggestions to thefacility about its praetices and
programs as they felate to drug usage, physical
restraints, ime-out rooms, application of painful
o noxXious stimull, control of inappropriate J
behavior, protection of client rights and funds, and ,

any other areas that the commiittee believes need | - '
to be addressed.

This STANDARD is not met as evidenced by:
Based on observation, imterviews and record
review, the facility Muman Rights Committee
failed to reviewad, approved and/or monitor the
use of door alarmg for three of five clients
residing in the facility. (.Clients #1, #3, and #4).

The finding inciud;%s:

FORM CMS-256T(02-89) Previoys Vemicnk Obsolata Event |D:1XES11T " Fadillty ID: 08G008 i continuation stast P.age 12 of 15
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The HRC wilt review the door alarr'r;i.'ssue an

Interview with the Qualified Mental Retardation 10.31.08.

Professional (QMRP) and review of the facility’s
HRC meeting minytes on October 1, 2008 failed
to provide evidence that the HRC met, monitored
and discussed thelfacility's practices regarding
the use of door alarms. [See W125] :
W 440 | 483 .470()(1) EVACUATION DRILLS W 440

w440

The famluty must hbld evacuation driils at least

will insufé that a fire drill Is held for each
quarterly for each gm.ft of personnel. MTS will insure that a

shift (5 TOTAL) in both November of 2008 and
: ‘ | December of 2008. A 2009 schedule will be
This STANDARD |IS not met as evidenced by: developed that reflects planned fire drills for

Based on staff intérview and the reviaw of fire drilf each shift quarterly, The 2009 plans wlll be
reports, the facility;failed to hold evacuation drills developed by 11-30-08. "

‘at least quarterly fd)r each shift of personnel - _
Addmonally, staff training will be compieted

The finding lncludés. L so that staff understands that in a fire
‘ ' situation or a drill, the hearest exit 15 used by
Interview with the House Manager (HM) on " | each person in the home. Staff will be trained

September 30, 2008 ot 2:51 PM revealed tha | as well to document the exits used and for
facility had five shifts of direct care personnel. whom_ 10.80.08

The shifts were weekdays 6 AM - 2 PM, 2 PM - ) : = 30'08. .

10:00 PM, 10;00 PM - 8 AM and on weakands 6 v

AM - GPMandS PM 6 AM.

Review of the fire dnll reports from February 2008
to August 2008 revealed that no fire drills were
conducted for the 6 AM-2 PM moming weekday
shift, Additional raview of the records revealed
that there were naifire drills conducted from
September 2007 10 January 2008 during the
overnight shifts during the week, Further
interview the HM acknowledged that fire drills
were not conducted quarterly on each shift. At
the time of the survey, the Taclilty faiied to provide
evidence of fira drﬂls conducted quarterly as
required, -

i
!
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W 441 | 483.470(1)(1) EVAGUATION DRILLS W 441 | B

j See rag | !
The facility must hdld evacuation drills under ponses for W440 ahove
varied conditions. i

l.
This STANDARD Is nat met as evidenced by:
Based on the intenview and review of the fire drill
| records, the facilityifailed to conduct fire drills
under varied condilﬁons.

The findings Encludias:

Review of the facility's fire drill records on
September 30, 2008 at 2:51 revealed that most of
the fire drilis were gonducted via the front and
back door exits. interview with the House
Manager (HM) on the same day at approximately
3:00 PM revealed that the facility had at least five
method of egress. |Further review of tha fire drill
record revealed that the two exits in Client #1 and
#3's bedroom and the basement exit had not
been used at leastiquarterly on each shift. There
was no evidence that evacuation drills were held
under varied conditions.

W 455 | 483.470(1)(1) INFECTION CONTROL W 455

There musat be an active program for the

prevention, control; and investigation of infection
and communicablé diseases.

This STANDARD s not met as evidenced by:
Based on observafion, interview, and record
review, the faciiity failed to ensure the
implementation of infection control procedures to
prevent communicable infectious diseases for
one of three clients included in tha sample.
(Clients #1) '
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The finding includes:

On September 30; 2008 at 6:07 PM, Client #1
was obsarved to stick her index/middie fingers
from both hand inside her mouth, rub the bottom
of her shoes, and jplace the same fingers back -
ingide her mouth during her dinner meal. The
direct care staff monitoring Client #1 as she ate
did not encourage. or redirect tha client to go to
the bathroom to wash her hands. Interview with
the direct care staff on the same day at
approximately 6:55 PM revealed that she had -
received training dn infection control. Review of
the staff in service training book on Qctober 2,
2008 at appmxim#tely 11:30 AM revealed that all
staff had received training infection control.
There was no evidence that the training to
prevent infectious diseases was effective.

MTS P WASHINGTON, DG 20019
x4) 1D SUMMARY S"'I’ATEMENT OF DEFICIENCIES D . PROVIDER'S PLAN OF CORRECTION ] (X8 .
PREFIX (EAGH DEFICIENGY MUST RE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY ORILSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE AFPROPRIATE DATE
; i DEFICIENCY)
W 455 | Continued From page 14 W 455| Wd45

Staff wil] be retraifed on infection control
{scues with focus given to hand washing...10-
30-08,

The QMRP and Facility Manager will observe
active treatmant separately on a weekly basls
{QMRP —minimum twice weekly, Facility
Manager ~ minimum 3 times weekly) ta insure
that effactive infection control practices gre
routinely exhibited and to insure that active
treatment is routinely impfemented by staff
on duty...10-30-08,

.
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R 000 INSTIAL COMME!NTS , R 000

A licensure suivey was sonductad from
September 30, . through October 2, 2008,
utifizing the ﬁxndﬁmenwl sutvey process, A
random sample of three clientswas selected
from a residentia} papulation of five females with : '
mental retardatian and varying disabiiies. The ) : [
susvey findings were based on observations in
the group home gnd at three day programs,
interviews, and @ review of mcozds, mc!udmg
unusual mcidentlrepoﬁs

R 125 4701.5 mcmﬂouno CHECK REQUIREMENT | R 125

The cririnat nadkground check shall disclose the -
criminal history df the prospective employee of
contract worker for the previous seven (7) years,
in all jurisdictions within which the prospedciive

employee or worker has worked o
resided within thh seven (7) ysars prior o the
check. o

This Statute is siot met as evidenced by:

Based on the interview snd review of records, the
GHMRP failed 1¢ ensure &riminal background
checks for. the previous seven (7) years, in alt
jurisdictions whera staff had worked or resided
within the seven!(7) years prior fo the check.

The tinding inchides:

1 Interview with thie House Manageri and review of
the personnel files on October 2, 2008 at 10:58
AM reveaied the GHMRP falled to provide
evidence of a criminal backgrouind checks that
disclosed a sevén year listing of all jurisdictions ) :
1 whare four (4) S’Fff persons had worked of, o , ’

res:ded q;the tine of thQ gurvey

&
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